council of the Royal College of General Prac¬ 
titioners and the General Medical Services 
Committee (Wales). 

Ih overall terms our deputation feared that the 
general principles of the referral system were corn- 
pro raised, access to specialist psychiatric services 
was ill defined, and the declared role of the mental 
health team in primary’ cart could lead wily to 
fragmentation and confusion j Furthermore, the 
contractual l obligations of the general practitioner 
were totally bypassed! 

The deputation received a sympathetic hearing, 
and it was with great disappointment that we read 
the final paper. Mental HealthSemees, a Strategy 
for Wales, issued in June 1989! Little has changed 
from that set out in the consultation document, 
and we are convinced that if the recommendations 
of this paper are implemented the task of treating 
psychiatric disorder in Walts is likely to be 
muddied and expensive. 
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expressed concern about the possibility of trans¬ 
mission of HIV. Ih 92 of the cases the assailant 
deliberately threatened the victim with the possi¬ 
bility of contracting HIV infection as a consequence 
of the assaultL 

It has been suggested that berween 50% M and 
82V of assailants of male victims art either 
homosexual or bisexual. The assailants are there¬ 
fore in relitively higher risk groups for HIV 
infection than heterosexual assailants of women. 
Futhermore, anal penetration, bloody non-genital 
violence, and multiple assailants are more likely 
when the victim is male/ 

Rape treatment centres have been set up pri¬ 
marily for female victims and may lack the skills to 
deal with mem We believe that an increased level 
of awareness of male sexual assault is needed 
among the general public and especially by health 
care professionals to encourage victims to come 
forward. Only when this happens can the scale of 
the problem be fully grasped and appropriate 
treatment provided. 


2% of smokers denying smoking would!result in 
observed rcliuve risks of ] 74 for passive smokers 
and 6 90 for active smokers. This is illustrated in 
his table, using the distribution of subjects in the 
smoking groups defined in our study:. But why 
does he use only men and ignore women when our 
analysis and results were based on both sexes 
and women composed 84 2% of our passive 
smokers? If he had included women 5*0% of 
passive smokers and 3-9% of controls would have 
smoked (table I)—quite different from the figures 
of 15-6% and 6-8% respectively presented in his 
table. Our figures in mm produce an observed 
relative risk of 1T2 for passive smoking (sub¬ 
stantially less than the L74;be quotes by selecting 
only men) and considerably less than our study 
fi n di ng of 2'41 for lung cancer among passive 
smokers. Cteariy, misciassificapon owing to the 
2% rate of denial of smoking he suggests does not 
our finding. 

fai addition, higher rates of denial of smoking do 
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Rape and subsequent 
seroconversion to HIV 

Sir,—T he paper by Dr S Murphy and colleagues 
highlights the potential risks and worries for 
women who have been sexually assaulted during 
the current phase of the HIV epidemic. 1 If we 
assume that such assailants are heterosexual men 
the overall risk of transmission is likely to be small 
in view of the present low carriage rate for the virus 
among this group in Britain j 1 In addition, vaginal 
intercourse is possibly a less likely mode of trans¬ 
mission than anal intercourse.* The situation for 
male victims of sexual assault may, however, be 
different . 

Male “rape” as a legal term does not exist in the 
United Kingdom, as rape specifies forcible vaginal 
penetration: Furthermore, male sexual assault is 
not recognised « i distinct entity within the 1976 
il Offence (Amendment) Act.' 1 This may well 
have consequences for the number of cases reported 
and for public awareness of such events. 5 Docu¬ 
mented cases of sexual assault of men by women 
have been reported,* but it is generally thought 
that men are more commonly assaulted by other 
men. 

In the United States it has beeD estimated that 
only 10L2O% of ail sexual assaults are ever reported.’ 
In addition, there is some evidence to suggest that 
male victims are more reluctant to come forward 
than their female counterparts, possibly related to 
the fear of being labelled as homosexual' or to 
society’s concept that a “real man” cannot be 
raped/ 

Pat dy is a consequence of its legal non-existence 
there ai e no reliable figures of the frequeues’ and 
nature of male sexual assault in Britain. The only 
orgaiv it io n providing care for victims of male 
sexud unnlt ia Britain at present is “Survivors,” a 
servi* > run by : !ameers to which various govern¬ 
ment «n*i charitable agencies refer their clients. 
The service provides a telephone help line 
(currently answering just over 100 inquiries a 
month); together with counselling and support. No 
studies to date have assessed the risk of sexually 
acquired! infection in male victims of assault,' but 
of 512 victims known to Survivors in 1988,24 of73 
who sought medical advice were diagnosed as 
naving a sexually transmitted disease presumed 
be consequent on their assault: Data on HIV 
seroconversion are not available, but 148 of the 512 
victims reported skin or mucosal bleeding, and 278 
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'^Passive smoking and 
cardiorespiratory health in 
Scotland 

Sir,—M r Peter N Lee 1 implies that our obser¬ 
vation of increased risk for four respiratory 
symptoms and two cardiovascular symptoms, 
mortabry from lung cancer, mortality from 
ischaemic heart disease, all causes of death related 
to smoking, and mortality from all causes in 
passive smokers compared with controls' can be 
explained by bias—that of smokers declaring 
themselves to be lifelbng non-smokers. He cites 
(presumably) lung cancer, for which if; as he 
supposes, no increased risk is associated with 
exposure to environmental tobacco smoke and the 
“true” risk is increased 20 times in active smokers, 


aot produce sufficient bias to explain our risk for 
Richard hillman r4ung o n cer . Table II presents the effect on the 
david Taylor-rob in son basis of a “true” relative risk of 20 for active 

!>“«*». smoking and 1 for passive smoking and of rates of 

denial varying from 1% to 10% . Two facts emerge: 
firstly, the bias in the relative nsk for passive 
nigel o ’maka smokers does not increase linearly as the rate of 

denial increases, it flattens considerably; secondly, 
the observed relative risk for active smokers 
diminishes rapidly as the rate of denial increases. 


TABLE It i — Relative risks for passive ami octree smokmg 
for varying rates of smoking 


Rate of denial - 

(%): 

Observed rciiuve rnk 

Passive smokers 

Activr smokers 

i 

1-07 

19-95 

2 

M2 

10-67 

3 

MS 

*•61 

4 

1 * IS 

7-17 

5 

1-19 

6 14 

6 

1-20 

5-35 

7 

1-21 

473 

8 

1 22 

4-23 

9 

L23 

3 82 

10 

1 23 

3-47 


This is important, as by comparing the observed 
reliuve nsk for active smokers from ithe table with 
the relative risk found in the study an upper bound 
can be defined for the rate of de nial The study 
relative risk for active smokers compared with 
lifelong non-smokers is 5 85. This would be 
incompatible with rates of denial greater than 5%. 
Therefore, the largest relative risk to be expected 
among passive smokers due to this form of bias 
when the “true” nsk is unity is 1 ^20. A relative risk 
-of 2-41 was found in our study: 

Again, the same approach applied to 
bean disease assuming a “true” relative risk of 3 for 
active smokers and 1 for passive smokers and a rate 
of denial of smoking of 5% produces an o b s e rved 
relative risk of 1*05 for passive smokers and 2*42 
for active smokers. Thus if the relative risk for 
active smokers is considerably less than 20, as in ail i 
■ the conditions we considered other than lung 
cancer, the effect of misclassihcatioa is to produce 
4Mily small biases in the relative risk for passive 
smokers. Our nsks for each of the respiratory 
symptoms, cardiovascular symptoms, and cace- 


TABLE ] —Differential miscldssificatwn caused by 2% of index. subjects denying smoking regardless of cohabitee's smokmg 
habits 


Exposure 

iroup* 

Observed 

distribution! 

“True” 

distribution 

Effects of 
denial 

Percentage who 
have smoked 

COO LTD ll 

917 

Ml 

•4-36 

3-9 

Passive smokers 

1538 

1461 

■+■77 

50 

Single smokers 

1751 

17*7 

-36 


Double smokers 

3791 

3*6* 

-77 



*At defined by Hole et at /jData from table I of Hole a ai. ! 
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gones of mortality quoted are well in excess of that 
produced by the form of bus suggested. Also, as 
control subjects expeneDce some level of environ- 
CDemal tobacco uaokc* 1 our estimates of nsk could 
tie coa ae r v arive. 

Mr Let misunderstands our use of urinary 
cotuune concentrations in passive smokers. We 
were using published data to establish whether our 
study had sufficient statistical power to detect the 
size of risk that might be expected among passive 
smokers. If Mr Lee is correct and urinary cotuune 
concentrations are equivalent to a lower dose than 
assumed then our decision not to rely solely on 
statistical significance as evidence of a genuine 
effect was definitely correct. Ours was a cohort 
study of a general population and was not subject 
to the buses associated with a case-control design. 
In addition, subjects reported their own smoking 
histones, and environmental exposure was based I 
on record linkage of cohabitees, thereby avoiding 
the need to rely on self reporting of passive 
exposure. 

Our observations on lung cancer may be based 
on only nine deaths but are consistent with the 
ksuIi of a meta-anxlysir combining 13 separate 
studies, which concluded that breathing other 
people's tobacco smoke causes lung cancer. The 
importance of our study lies in the estimates of risk 
for isc h arrm r bean disease (based on 84 deaths), all 
causes of death related to smoking (175 deaths), 
•Dortaiiry from all causes (263 deaths), respiratory' 
symptoms (292 cases), and cardiovascular 
.symptoms (117 cases). The consistent increase in 
risks for such a wide variety of health outcomes 
from an unbiased prospective cohort study together 
with a dose-response relation in passive smokers 
strongly suggests that there is now a to be 
answered against passive smoking that extends 
beyond the causation of lung cancer. 
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Referrals from general practice 
to hospital outpatient 
departments 

Sir, —One as pea h ighli gh ted in the report by Drs 
John Emm a n uel and 'Nigel Walked is treatment of 
skin disorders in general practice. Proposals in the 
white paper are likely to encourage more minor 
surgery to be undertaken by general practitioners. 
This may be more cost effective (although our own 
experience indicates that this ma y not n ecessar ily 
be so), but skin surgery should be undertaken in 
general practice only if the diagnosis is certain— 
otherwise referrals may be increased rather than 
decreased as intended. We report two problems 
that resulted from inappropriate skin surgery in 
general practice. 

A 49 year old woman had a pigmented lesion 
removed by curettage and cautery from her lower 
leg by her general practitioner. Histology showed 
malignant melanoma, but it was impossible to 
ascertain the depth of the tumour on the basis of 
the inadequately thin curettage specimen. The 
patient then had a wide excision and graft, but it is 
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possible that she would not have required an 
extensive operauon because narrow excision 
margins can sometimes be adequate for very thin i 
melanomas. 

In another patient, a 46 year old woman, a 
slightly raised nodule on the leg was treated by 
curettage and cautery by her general practitioner. 
Histoldgv showed invasive squamous cell car¬ 
cinoma and the patient was referred for further 
advice. Because it was difficult to know the ade¬ 
quacy of the initial i treatment the patient was 
committed to prolonged follow up to exclude 
recurrence of the lesion. 
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Provision of services 

Sir,—I t seems to be the custom that when a 
specialist advisory committee pronounces on how 
services should be provided tins is accepted j but 
there are occasions when someone needs to stand 
up and say “You are wrong," 

The North West Thames ear, nose, and throat 
regionaJ advisory 1 subcommittee says that inpatient 
ear, nose, and throat services should be provided 
only in subregional specialist centres and not in 
the smalltr district general hospitali. I have been 
the anaesthetist for three to four ear, nose, and 
throat lists per week fori over 20 yean and know 
that most of these operations are everyday bread 
and butter surgery and that over half are on 
children. Indeed the commonest paediatric opera¬ 
tions are ear, nose, and throati— tonsils, glue ears, 
etc. These services have always been availible at 
the 16caJ hospital and to say they should all go to 
subregional centres is tantamount to saying all 
hernias and ingrowing toenails should go to 
specialised units. Not only does this deprive 
patients of what 1 would call a core service but it 
has profound knock on effects on most other 
services in the distriageneral hospital through the 
possible loss of recognition of anaesthetic tobs. 
Before someone brings out the old chestnut of 
"Make rotations” I will!answer “Just you try to.” 

We are facing this situation in North West 
Hertfordshire District, where the loss of inpatient 
ear, nose, and throat services will disadvantage our 
patients and could cause havoc with the hospital 
services as a whole. l am afraid that this may be 
only the beginning of specialist groups building 
their own liulb empires without regard to the 
patients and hospitals from whom they withdraw 
their services. 

MARGARET E PICKERING-PICK 
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Psychiatric illness among the 
homeless 

Sir,—D r Max Marshall describes a high pro¬ 
portion of residents of Oxford hostels for the 
homeJess as being “I6ng term psychiatric patients” 
and implies that, they are deinstirutionalised Jong 
stay patients. 1 Our findings, however, suggest that 
hostel residents with psychiatric disabilities may 
have had numerous yet relatively brief hospital I 
admissions and include those sometimes referred 
to as “revolving door” patients. 

We are currently evaluating a psychiatric liaison 


service to residents of a direel access hostel for 
homeless women in central London. Of 33 women 
seen to date, 26 are known to have had at least one 
previous psychiatric admission, but only four have 
spent periods of more than one year continuously 
as inpatients We believe the current emphasis on 
deinstirationalised long stay patients is misplaced: 
it is the needs of those withi chronic, severe 
psychiatric disabilities in the communin’ and: 
the revolving door patients that are not being 
addressed. Deferring the closure of psychiatric 
hospital will have littli impact on this large group 
of people The Department of Hfcalth has stated 
that the forthcoming white paper on community 
care wdl contain plans to prevent the unplanned 
discharge of long stay patients into the community. 
These safeguards will be of no valUe to most 
aevereH’ disabled psychiatric pauems in the 
community. 

Dr Marshall’s findings and our own data both 
show high levels of unmet Deed and are in keeping 
with most surveys of people with' psychiatric 
disorders in the community. These findings 
clearly indicate inadequate provision of care, but 
they should not be used as evidence of the 
ineffectiveness of deinsritutionaiisation pro¬ 
grammes or properly planned! and funded com¬ 
munity services. The few controlled studies of 
selected patients discharged within carefully 
planned community programmes’ show that 
long term psychiatric patients (whether or not 
they have had 16ng stay psychiatric admissions) 
can be maintained outside hospital without the 
deterioration in symptoms, poor psychosocial 
functioning, and readimssions that are all too 
commonly found in the surveys. Perhaps more 
importantly, the comrollfcd studies in which 
patients’ wishes and satisfaction have been recorded 
dearly show that they prefer to be treated'in the 
community’. 
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Safety of Picolax in 
inflammatory bowel disease 

SIR,—In view of the suggestion of Dr A J G 
McDonagh and colleagues that further evaluation' 
of Picolax is merited' we would like to report 
our own experience with this preparation in a 
large cohort of children undergoing fibreopuc 
colonoscopy at St Bartholomew's Hospital. 
Between 1982 and 1988 we performed 534 colono¬ 
scopies on 412 children attending this hospital and, 
with few exceptions, Picolax was used routinely 
to prepare the colon before endoscopy . This in¬ 
cluded the 287 procedures performed on children 
with chronic inflammatory bowel disease (163 with 
Crohn’s disease, 101 with ulcerative colitis, 23 
with indeterminate colitis) that was either known 
to pre-exist or suspected and confirmed at the time 
of endoscopy: We found the preparation to be 
successful for cleansing the bowel and free of major 
complications. 

Based on our experience we have developed the 
following regimen for preparing the colon before 
endoscopy in children. The child is given only 
fluids for 24 hours before the procedure and is 
given two doses of Picolax, one about 15 hours 
before endoscopy and the other three hours before. 
The dose is age dependent: children over 6 years 
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